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Abstract 
This study investigated influence strategies used by university students to 
negotiate condom use. The study examined the seven condom influence 
strategies (CISs) -withholding sex, direct request, seduction, relationship 
conceptualizing, risk information, deception, and pregnancy prevention- used 
by heterosexually active male and female students. The sample comprised of 
156 first year students (male=44 and female=112). Statistically significant 
correlations were found among all the condom influence strategies subscales. 
Results suggest that the university students influence their partners in all 
identified condom influence strategies and the risk information strategy holds 
the most promise of all the strategies. 
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CHAPTER ONE 
INTRODUCTION 
 
1. Background to the study 
 
According to Noar, Morokoff and Harlow (2004) a small portion of literature is beginning to 
examine condom influence strategies (CISs) which inform us about how partners influence each 
other to use a condom. Noar et al.‘s (2004) exploratory analyses and confirmatory analyses 
revealed six influence strategies that heterosexually active college men and women use to 
influence partners to use condoms. These include withholding sex, direct request, seduction, 
relationship conceptualizing, risk information, and deception. The findings revealed that these 
six condom influence strategies were related to safer sexual variables such as condom and 
negotiation self-efficacy, sexual assertiveness, partner communication, intention to use condoms 
and condom use.  
 
Fisher & Fisher (1992) cited in Noar, Morokoff, & Harlow (2004) stated that sexual behaviour 
theories like the Information-Motivation-Behavior skills model (IMB) argue that the ability to 
negotiate condom use is an important behavioural skill that people must have in their sexual 
repertoire. University students continue to engage in risky behaviour like unprotected sex and 
having multiple sexual partners without consciously using condom influence strategies, despite 
the known threat posed by HIV/Aids and other sexually transmitted diseases.   
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2. Rationale and Significance of the Problem 
The overall objective of this research is to examine the condom influence strategies among first- 
year psychology university students. The study aims to explore the level of awareness among 
university students of the condom influence strategies; to explore the partners’ reactions to 
various influence strategies and which strategies hold the most promise of being effective; and to 
examine gender in the use of condom influence strategies (Noar, Morokoff & Harlow, 2004). 
 
It is anticipated that the study could contribute to the already existing body of knowledge about 
condom influence strategies, to seek theoretical and practical information about the challenges 
facing university students in regard to condom influence strategies, and inform South African 
university students about effective safer sex practices 
 
 
3.  Statement of Problem 
 
In considering that university students use condoms inconsistently, it is the purpose of the study 
to establish how they influence their partners to use condoms.  
 
1.4 Research Questions 
 
The study seeks to answer the following questions: 
 To what extent are university students aware of the condom influence strategies? 
 What are students’ reactions to various influence strategies? 
3 
 
 Which strategies hold the most promise of being effective? 
 Are there any gender differences in the use of condom influence strategies? 
 
1.5 Definitions  
Condom influence refers to the capacity to persuade a partner to use a condom (Noar, 
Morokoff, & Harlow, 2002). 
Withholding Sex refers to the situation whereby a person states / threatens that sexual 
activity will be withheld if partner does not comply (Noar et al., 2004). 
 
Direct Request may be referred to situation when a person requests the use of condoms in 
a direct, straightforward manner (Noar et al., 2004). 
 
Seduction means that a person uses (non-verbal) sexual arousal to distract or direct 
partner in order to gain compliance (Noar et al., 2004). 
 
Relationship Conceptualizing means that a person uses caring or concern for the partner / 
relationship in order to gain compliance (Noar et al., 2004). 
 
Risk (STD) Information is when a person presents information about the risks of STD’s 
or AIDS to persuade partner to comply (Noar et al., 2004). 
 
Deception refers to a partner who uses false information or deception to gain compliance 
(Noar et al., 2004). 
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Pregnancy Prevention means that a person presents information about the risks of 
pregnancy to persuade partner to comply (Noar et al., 2004). 
 
Sexual Assertiveness refers to insisting on safer sex with a sexual partner (Zamboni, 
Crawford, & Williams, 2000 cited in Noar et al., 2004). 
 
Partner Communication refers to the situation whereby partners talk about safer sex to 
each other (Zamboni, Crawford, & Williams, 2000 cited in Noar et al., 2004). 
 
 
1.6 Summary and Overview 
The seven influence strategies that heterosexually active college men and women use to 
influence partners to use condoms were related to safer sexual variables such as sexual 
assertiveness, and partner communication.  Due to the importance placed on the ability to 
negotiate condom use as an important behavioural skill that people must have in their sexual 
repertoire, it is appropriate to extend this form of inquiry to South African students. Chapter 3 
will provide a detailed account of how this study was carried out. The following chapter (chapter 
2) reviews the literature. 
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                                          CHAPTER TWO 
  
                                REVIEW OF THE LITERATURE 
 
2.1 Introduction 
 
Sexually transmitted diseases (STD’s) pose a serious health threat world wide, and the promotion 
of condom-usage in preventing STD’s could be viewed as a core prevention strategy. Noar et al. 
(2004) contend that several safer sexual behaviour theories suggest that the condom influence 
strategies construct is important to safer sexual behaviour. The Information-Motivation-
Behaviour skills model (Fisher & Fisher, 1992 cited in Noar et al., 2004) states that the ability to 
negotiate condom use is an important behavioural skill that one must have in his or her sexual 
repertoire.  Moreover, the AIDS Risk Reduction Model (Catania, Kegeles, et al., 1990 cited in 
Noar et al., 2004) suggests that individuals in the enactment stage use skills such as condom 
negotiation and influence.  
 
Noar et al. (2004) stated that condom influence strategies and sexual behaviour theory have 
important implications for interventions. According to Carey (1999) cited in Noar et al. (2004) 
effective interventions to increase condom use are an urgent priority, especially in high-risk 
populations. Many of the sexual behaviour theories in combination with the data presented on 
condom influence strategies are said to converge on two important implications for interventions 
(Noar et. al., 2004). Firstly, individuals might not benefit from skills-focused interventions if 
they are not convinced that they need to engage in the behaviour such as condom use in the first 
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place. This had been found to be the fact as condom non-users endorsed condom influence 
strategies at a low rate, which was clearly demonstrated by low endorsement of those not using a 
condom at last intercourse and those in the precontemplation stage of change. It is believed that 
as individuals’ readiness to use condoms consistently increases, so does their motivation to use 
condom influence strategies with their sexual partners. Therefore, interventions must first help 
these individuals in an awareness of their risk before teaching those skills they might not use. 
 
Secondly, it is argued that interventions need to not only teach behavioural skills such as condom 
influence and negotiation, but must also increase self-efficacy to carry out those skills (Noar et 
al., 2004). If individuals possess skills but have no confidence (self-efficacy) that they could 
successfully use those skills, then it is unlikely that they would put those skills to work (Bandura, 
1977; Fisher & Fisher, 1992 cited in Noar et al., 2004). Further, it is stated that as relapsing to 
unsafe sex is frequent in high HIV risk populations (Harlow et al., 1999 cited in Noar et al., 
2004), even those who had begun to use condoms consistently might need continued support and 
intervention. 
 
It is believed that one of the biggest factors that sets apart AIDS-specific models of health 
behaviour from traditional social psychological models is the inclusion of interpersonal variables 
such as communication, assertiveness, and negotiation regarding sex and condom use (Noar et 
al., 2004). Models such as the AIDS risk-reduction model (ARRM; Catania, Kegeles, & Coates, 
1990 cited in Noar et al., 2004) and the information, motivation, and behavioral skills model 
(IMB; Fisher & Fisher, 1992 cited in Noar et al., 2004), all include one or more of these 
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interpersonal components. It is further believed that this is because, unlike individual health 
behaviours sex and condom use are dyadic behaviours (Noar et al., 2004).  
 
Noar, Morokoff, & Redding (2002) mentioned that heterosexually active men have great 
potential to increase condom use rates during sexual encounters. But, they argued that this 
potential could not be realized if men do not have the necessary skills and abilities to 
communicate, negotiate, and assert their desire to use condoms with their sexual partners. It was 
further suggested that as men assert their desire to use a condom, the sexual assertiveness is 
matched by subsequent condom use and recommended that increasing sexual assertiveness in 
men should be a high priority in interventions, as it might lead to increases in condom use in men 
and their sexual partners (Noar et al., 2002). 
 
Noar et al. (2002) revealed that men with higher sexual assertiveness not only engage in more 
protected sexual encounters but also engage in less unprotected sexual encounters. For instance, 
they argued that it is likely that some of the men engaged in less unprotected encounters because 
they refused to have sex when a partner refused to use condoms. As a result, these researchers 
stated that instilling sexual assertiveness in heterosexually active men includes at least three 
abilities: (1) the ability to insist on condom use generally, (2) the ability to insist on condom use 
even when there is partner resistance, and (3) the ability to refuse sex entirely if a partner would 
not use a condom. 
 
Another finding was that, an important point regarding sexual assertiveness and condom 
influence that had been somewhat overlooked in the literature is that verbal communication 
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might not be necessary to persuade a partner to use a condom. But men might be more 
comfortable expressing their sexual assertiveness in a nonverbal manner and therefore, 
interventions should recognize this (Noar et al., 2002). 
 
2.1.1 Information-Motivation-Behaviour skills model (IMB) 
 
The IMB model proposes that HIV preventive behaviour, such as condom use during sexual 
intercourse is a function of HIV prevention information, HIV prevention motivation, and AIDS 
prevention behavioural skills. Specifically, the model states that HIV prevention information and 
motivation work through prevention behavioral skills to influence risk reduction behaviours. In 
the IMB model, preventive behavioural skills represent a final common pathway for predicting 
complex preventive behaviours, such as condom use (Fisher & Fisher, 1992 cited in Noar et al., 
2004). 
 
2.1.2 AIDS Risk Reduction Model (ARRM) 
 
According to Noar, Morokoff & Harlow (2004) the AIDS Risk Reduction Model (ARRM) was 
introduced in 1990 by Catania, Kegeles and Coates. It provides a framework for explaining and 
predicting the behaviour change efforts of individuals specifically in relationship to the sexual 
transmission of HIV/AIDS. The three-stage model, ARRM incorporates several variables from 
other behavior change theories, including the Health Belief Model, “efficacy” theory, emotional 
influences, and interpersonal processes.  
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Stage 1 focuses on recognition and labeling of one’s behaviour as high risk. For instance, the 
knowledge of sexual activities associated with HIV transmission; believing that one is personally 
susceptible to contracting HIV; believing that having AIDS is undesirable. Stage 2 focuses on 
making a commitment to reduce high-risk sexual contacts and to increase low-risk activities. For 
example, the knowledge of the health utility and enjoyability of a sexual practice, as well as 
social factors (group norms and social support) are believed to influence an individual’s cost and 
benefit and self-efficacy beliefs. Finally, stage 3 focuses on taking action. This stage is broken 
down into three phases: information seeking; obtaining remedies; enacting solutions. And it is 
believed that depending on the individual, phases may occur concurrently or phases may be 
skipped. The general limitation of the ARRM model is its focus on the individual (Noar et al., 
2004).  
 
Consequently, when applying the AIDS Risk Reduction Model (ARRM) or Information-
Motivation-Behavior skills model (IMB) to the student population, it could be suggested that 
students undergo the inclusion of interpersonal variables such as communication, assertiveness, 
and negotiation regarding sex and condom during their sexual relationships.  
 
Maliki, Omohan, & Uwe (2006) in their study on HIV/AIDS and use of condoms, revealed that 
there is a perception that people who use condoms are those with multiple partners and those 
who visit sex workers; condoms are associated with treatment of sexually transmitted diseases; 
hence this has contributed to the negative image of the usage of condoms; and the issue of 
gender in all heterosexual encounters which matched significantly by the idea of mutual trust and 
hence non-use of condoms in close relationships. 
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 Kippax (1990) and Watney (1990) cited in Browne & Minichiello (1994) recommended that sex 
education must therefore promote safe sex as pleasurable to be effective and change public 
attitudes towards the condom. Moreover, Maliki et al. (2006) indicated that there is great 
urgency for counselors to provide health and public education campaigns on the use of condom 
by joining hands with health workers. The most important task of professional counselors is 
found to be the starting of serious campaigns against AIDS through the promotion of behavioural 
change that may lead to the significant reduction in men’s number of sexual partners outside 
marriage and promotion of condom use. 
 
Nicholas (1998) found that condom use was taught to 57.8% of respondents in high school; 
27.5% used a condom with each sexual intercourse, and 39.8% had used a condom at least once. 
He argued that most students used condoms for prevention of disease and pregnancy (70.9%). 
Furthermore, it was found that during their most recent sexual intercourse 40.9% of respondents 
provided the condom, whereas only 38% used a condom because their partners wanted to. Of the 
respondents, 57.2% suggested that a condom be used; while 46.1% actually did so, and but11% 
did not (Nicholas, 1998).  
 
Nicholas (1998) added that 32% of the sample endorsed that using condoms makes a partner 
think that s/he is not trusted, 17.2% said they felt embarrassed, and while 16.3% indicated that 
using condoms is against their religion. Again, condoms were found to be offensive to sexual 
partners by 15.5% of respondents and as conflicting with cultural values by 14.2%. Furthermore, 
it was noted by Nicholas (1998) that, about 20% found condoms pleasurable to use and believed 
that condoms are not used by real men (7% of women); 42.2 believed that too many condoms are 
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required for many rounds of sex. Again, other high endorsement was found for condom purchase 
in unpleasant (24.8%); condoms break (23.3%); and condoms are a source of injury to the vagina 
(20.6%). 
 
It had been found that what really matters to people in sexual encounters is having good 
pleasurable sex and developing and maintaining significant relationships (Browne & 
Minichiello, 1994). They further argued that people enter into sexual relations with a dislike of 
condoms and a vision of condom sex as ‘other sex’ which sets the context for their experience 
(Browne & Minichiello, 1994). 
 
It is believed that fertility is another issue militating against the use of condoms as some women 
are seeking to become pregnant, and single women in long-term relationships feel pressure to get 
pregnant. Another factor is the difficulty and the inability of most women to negotiate safe sex 
and their dependence on providing sex in return for basic economic benefits and personal 
protection (Maliki, Omohan, & Uwe, 2006). This view was supported by Nicholas (1998) who 
noted that many more women disagreed and more men agreed that using condoms makes sex 
less enjoyable, but men’s agreement was much less frequent than expected (15.5%). However, 
there are number of ways individuals perceive the use of condom, none of which appear to be 
lack of knowledge; instead, there seems to be a strong social pressure not to carry and not to use 
condom (Maliki et al., 2006). 
 
Maharaj (2006) reported that knowledge of condoms is virtually universal among people in 
KwaZulu-Natal, but the method is still more commonly associated with disease prevention than 
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with pregnancy prevention. It was added however that the majority of respondents using 
condoms did so for prevention of both pregnancy and HIV infection and roughly one-third used 
condoms for only a single purpose. It suggested that the challenge for reproductive health 
programs is the emphasis of the dual protective benefits of correct and consistent condom use 
and particularly, the role of this method in preventing pregnancy (Maharaj, 2006). 
 
In another study, Rahamefy, Rivard, Ravaoarinoro, Ranaivoharisoa, Rasamindrakotroka, & 
Morisset (2008) found that female students were as likely as male students to say that they would 
not use condoms with a steady partner.The condom users were male rather than female. As a 
result, the findings suggested that women engaged in unprotected sexual intercourse in steady 
relationships and in this way, they had been vulnerable to STDs and HIV infection (Rahamefy et 
al., 2008). 
 
In examining the predictors of condom use among sexually active persons, Sunmola, Olley, & 
Oso (2007) found that condom use is more common in non-marital relationships than in marital 
contexts in Nigeria. It was also highlighted that it is important that HIV and AIDS service 
providers and other relevant organizations develop specific messages for youths that facilitate 
sexual partners to perceive that male and female partners should make joint decisions regarding 
condom use and other sexual measures (Sunmola et al., 2007). 
 
 Browne & Minichiello (1994) suggested that people use condoms when partners are engaged in 
mutual sexual decision-making which counteracts past negative experience, when basically both 
partners are responsible for seeing that a condom is available and when open condom dialogues 
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occur, and partners respond positively and naturally to condom use. Again, they argued that co-
operative vigilance by both partners is needed to ensure condom use in casual encounters and 
continued use when relationships become longer term. Actually, the safe sex campaigns should 
change the focus away from promoting female responsibility and just create a balanced strategy 
which would recognize the impact of male sexuality and shared responsibility on condom use in 
heterosexual encounters. It is further stated that for condom use to become co-operative, there 
should be focus on traditional male and female sexual roles and behaviours, and the taken for 
granted within heterosexual encounters, must be abandoned in safe sex campaigns and a new 
mutually responsible heterosexuality promoted (Browne & Minichiello, 1994). 
 
 Browne & Minichiello (1994) validated that their research supported the findings reported by 
Holland et al. (1992) cited in Browne & Minichiello (1994) who suggested that men and women 
manage safer sex negotiations differently. Therefore, this argument highlighted the point that 
people do not exert an equal ‘say’ in how the sexual encounter would unfold (Browne & 
Minichiello, 1994). 
 
It was also found that condoms were described to be publicly and privately embarrassing by the 
participants (Browne & Minichiello, 1994). For instance, condoms were found to be 
embarrassing to purchase, to use and to discuss and broaching the subject was difficult especially 
as it implied mistrust or received as an accusation (Browne & Minichiello, 1994). It is argued 
that the dilemma people find themselves in is that when they insist on condoms, that alone 
conflicts with ideas about what are ‘socially’ desirable and polite exchanges (Browne & 
Minichiello, 1994). 
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Moreover, Browne & Minichiello (1994) revealed that condom dialogues occur at two levels: (1) 
the ‘interpersonal condom dialogue,’ and (2) the ‘internal or discursive dialogue’. They 
advocated that interpersonal condom dialogues represent the ‘negotiations’ in sexual encounters 
which include asking questions such as- ‘Do you want to/will we use a condom?’ ‘Where is it?’ 
As a result, sexual urgency, embarrassment, emotional arousal, and not wanting to seem too 
knowledgeable about sexual issues ensure that people hold back on lengthy discussions about 
condoms (Browne & Minichiello, 1994). 
 
Most participants were found not to be engaging in direct and explicit sex conversations. The 
non-verbal communication cues could be an effective strategy to negotiate condom use (Browne 
& Minichiello, 1994). For example, one woman who later became consistent condom user stated 
that she has rarely and actually said the word ‘condom’ to a man-although she found they always 
know what is wanted/expected (Browne & Minichiello, 1994). Engagement in a condom 
dialogue created the conditions under which condoms were eventually used, even if the dialogue 
was brief, non-negotiative and non-exploratory (Browne & Minichiello, 1994). 
 
However, condom dialogues did not guarantee condom use, but the more open and exploratory 
the dialogues were between partners, the more likely that the conversation would influence 
condom usage (Browne & Minichiello, 1994). When the partner’s responses, both verbal and 
non-verbal were perceived as being positive towards condom-use, condoms were found to be 
more likely to be used (Browne & Minichiello, 1994). To illustrate this point, it is believed that 
safe sex occasions were those in which condom dialogues were supportive of condom use, 
eroticized condom usage and involved partners reassuring each other that condom usage was 
15 
 
expected, not embarrassing to them and was presented by each partner as a natural part of sex, or 
as a deliberate and caring action (Browne & Minichiello, 1994). 
 
On the other hand, the internal dialogue provides a frame of reference against which people 
could judge and understand their experience and test out how they could best engage in sexual 
encounters (Browne & Minichiello, 1994). They further argued that negative thoughts about 
condom sex could be foremost in a person’s mind and influence their overt behaviour. For 
instance, negative thoughts about poor condom sex could for some people become a reality and 
exert considerable influence over condom usage. And conversely, internal dialogue could be 
used positively as it might allow for reflective thought and critical analysis of situations and 
experiences (Browne & Minichiello, 1994). More importantly, internal dialogues centered on 
striving to resolve conflicts of interests between self/other protection, relationship maintenance, 
and partner receptivity to condoms (Browne & Minichiello, 1994).  
 
It was found that other internal dialogues involved explicitly negative thoughts of condoms and 
condom such as –‘ I hate condoms’, ‘I don’t want to use a condom, but I should’ (Browne & 
Minichiello, 1994). In the opinion of Browne & Minichiello (1994) these discursive thoughts 
especially for men consisted of physical problems with condoms interfering with the quality of 
the sexual pleasure. Consequently, this was found to be placing males in a particularly vulnerable 
position to raise the topic of condoms and be an underlying basis for their non-commitment to 
decisions to use condoms (Browne & Minichiello, 1994). For women, it was found that internal 
dialogues involved the following issues: fears of pregnancy and health status of partner; past 
negative reactions received from men regarding condom use; ‘reflections on what will this 
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partner say about condoms?’; and questions about the potential on-going nature of the 
relationship (Browne & Minichiello, 1994). 
 
Noar et al. (2004) contended that there is evidence that the influence strategy construct is 
important for sexual risk reduction as it was proved by the strong relationships of several safer 
sexual variables to CISQ-S subscales. Individuals who were more sexually assertive, 
communicative, and efficacious with regard to condom use are likely to indicate willingness to 
use various influence strategies. Another significant finding was gender differences which were 
not found in the previous study suggesting that when procuring condom use is a goal, men and 
women may use similar strategies. 
 
Furthermore, it was found that, most interesting is that those who were at the highest risk for 
HIV infection seemed less likely to use both condoms and condom influence strategies (Noar et 
al., 2004). Therefore, it is suggested that some individuals at the highest risk for HIV infection 
may lack safer sexual skills that might protect them from the unsafe sexual behaviour (Noar et 
al., 2004). 
 
Bosompra (2001) stated that both subjective norms and attitudes are significant determinants of 
intention to use condoms as predicted by the theory of reasoned action. Students believe that the 
advantages of condom use outweigh its disadvantages and also believe that their significant 
referents who think that sexually active people should use condoms are more likely to intend to 
use condoms. This view was supported by Peltzer, Nzewi, and Mohan (2004) who noted that the 
intentions to avoid risky behaviours and knowledge of factors that increase the risks of being 
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infected do not necessarily translate into practices that reduce the risks of infection with HIV. In 
their study of three groups of university students in India, South Africa, and United States, they 
found that the students had high intentions for condom use but are inconsistent in their actual use 
of condoms. This indicates the need to incorporate behavioural components into prevention 
programmes at the universities (Peltzer et al., 2004). 
 
Moreover, in one study about the correlates of sexual abstinence among urban university 
students in the Philippines, it was found that while a majority of both sexually abstinent and 
sexually active students demonstrate adequate knowledge about AIDS and pregnancy risk, the 
majority of students have inadequate knowledge about condoms and contraception in general, 
hence this puts students at risk for unintended pregnancy and infection with HIV and other 
sexually transmitted diseases (Lacson, Theocharis, Strack, Sy, Vincent, Osteria & Jimenez, 
1997).  
 
Heeren, Jemmott III, Mandeya, and Tyler (2008) reported that the intention to use condoms is 
strongly related to self-reported condom use three months later, and the intention to use condoms 
is predicted by normative beliefs or injunctive norms about referents’ approval of the person’s 
behaviour. Again, some researchers reported that there is a need for AIDS education that is 
consistent with the everyday lives and experiences of college students, given the context of 
African-American students as they tend to view themselves as immune to the disease although 
they are cognitively aware of AIDS and its modes of transmission (Taylor, Dilorio, Stephens & 
Soet, 1997).  
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Jones & Oliver (2007) argued from the theory of power perspective that the act of asking or 
stating that condoms should be used involves women’s awareness of themselves as worthy of 
self care and with freedom of choices and feeling free to state their position against pressure to 
have sex. Again, it is argued that women who take the power carried their own condoms and 
actually communicated and insisted a matter-of-fact approach to a partner who resists condom 
use will achieve their goal of condom use (Jones & Oliver, 2007). However, Metts & Spitzberg 
(1996) cited in Jones & Oliver (2007) pointed out that the manner in which women frame the 
request for condoms use by men is not as important as simply making the request. 
 
Furthermore, Bogart et al. (2005) compared their respondents with those who did not perpetrate 
intimate partner abuse and found that respondents who perpetrated abuse were nearly twice as 
likely to have unprotected intercourse if substances were used in association with sex. They 
suggested that although interventions that instruct participants about condom use negotiation are 
important; such interventions need to reconsider ways in which condoms may be introduced with 
a violent partner. This could be done through improved assertiveness skills, as well as through 
communication with one’s partner about the health benefits of reducing the risk of STD 
transmission. Although there were some limitations, the study demonstrated strong associations 
between abuse and unprotected sex among women, heterosexual men and gay/bisexual men who 
are living with HIV. They also provided evidence suggesting that any effects of abuse on 
unprotected sexual behaviour might be exacerbated by substance use (Bogart et al., 2005). 
 
Grimley, Prochaska & Prochaska (1997) highlighted from their findings that, in general, 
maintaining condom use within important sexual relationships might require more continued 
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cognitive and/or emotional effort than might be required with non-primary partners or for the 
maintenance of other behaviours examined with the transtheoretical model. They declared that 
the fact that men have the final say regarding whether or not a condom should be used makes 
consistent condom use more difficult for women (Grimley et al., 1997). 
 
Moreover, males had been found to evaluate the disadvantages of using condoms as higher than 
the advantages of their use with primary partners (Grimley et al., 1995b cited in Grimley et al., 
1997). However, no sex differences on the advantages and disadvantages for using condoms with 
non-primary partners had been found, suggesting that males and females might share similar 
attitudes regarding condom use in less psychologically intimate sexual situations (Grimley et al., 
1997). 
 
In another study, Aral, O’Leary, & Baker (2006) found that poverty is strongly associated with 
STD prevalence. They stated that although the mechanisms of action through which poverty 
affects STD are not clear, one potential mechanism that had been suggested is psychological 
depression along with increased use of drugs and alcohol, which might increase risky sexual 
behaviour. In addition, sex trading for nondrug-related reasons as well as other negative effects 
on sexual networks, remain possible poverty-related mechanisms of action in the relationship 
between poverty and STD prevalence (Aral et al., 2006). They found another factor related to 
poverty which is the regional differentials in enrollment in the military. They argued that since 
military service provides employment, training, and educational benefits, it is not surprising that 
it attracts low-income individuals. As a result, participation in the military is associated with high 
rates of HIV and STD internationally and domestically (Aral et al., 2006). 
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Baldwin (1996) suggested two things considered to be necessary to identify those who are either 
unable or unwilling to negotiate sex in good faith. Firstly, it is argued that a person must be 
willing to pay close attention to his or her potential partner during their pre-sex discussion. For 
instance, this might include maintaining good eye contact during negotiation in order to observe 
body language. Otherwise, looking away, changing the subject and fidgeting might indicate that 
the prospective partner is not fully engaged in the negotiations (Baldwin, 1996). 
 
Secondly, Baldwin (1996) added that negotiation is facilitated when individuals actually commit 
to themselves to stay in touch with their feelings during the negotiation process. It is believed 
that this allows them to detect any internal or intuitive signs of their reluctance to play with a 
candidate (Baldwin, 1996). It is summarised that for the partner qualification process to work, 
conversation is an absolute necessity and for others, negotiations could go on for weeks. But the 
process would bear fruit even if the results are not to have sex, because often getting practice at 
these skills is its own reward (Baldwin, 1996). 
 
In another study, it had been found that women believe that men socially derogate a woman if 
she provides a condom but not if she has unprotected sex (Hynie & Lydon, 1995). The idea here 
is that in most cases, women assumed men would feel less positive when a woman is the one 
initiating and/or provided the condom as compared to both the unprotected intercourse condition 
and the condition where men are the ones providing the condom (Hynie & Lydon, 1995). As a 
result, women might perceive more social pressure to appear sexually modest than to be sexually 
safe. In addition, DeBro, Campbell, & Peplau, 1994 cited in (Hynie & Lydon, 1995) stated that 
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women might acknowledge the importance of using condoms and actively wish to use them 
although feeling inhibited from initiating their use. 
 
It was also mentioned that the importance of whether the sexual encounter was planned might 
also interact with women’s and men’s reactions to women’s contraceptive initiation as women 
who are contraceptively prepared for unplanned casual sexual encounters might be most 
vulnerable to social derogation (Hynie & Lydon, 1995). Furthermore, condoms believed to be 
treated as a male contraceptive and providing a contraceptive for one’s male partner to use might 
seem too assertive and unfeminine (Carroll et al., 1985; Schinke, 1984 cited in (Hynie & Lydon, 
1995). Williams et al. (1992) cited in (Hynie & Lydon, 1995) added that condoms seem to imply 
the risk of STDs and therefore might have more negative attitudes associated with them. 
 
Grady, Klepinger, & Nelson-Wally (1999) suggested that their results demonstrated that men and 
women had somewhat different priorities in choosing the characteristics of their contraceptive 
methods. When examining perceptions about the condom relative to other method types, they 
found that both men and women accurately rate its effectiveness in preventing pregnancy as 
much lower than sterilization and the pill, but higher than the diaphragm and spermicides (Grady 
et al., 1999). As a result, this factor in the method-selection process indicated the fact that so few 
people rate the condom as very good in terms of effectiveness, hence it is an important barrier to 
condom use (Grady et al., 1999). Furthermore, it is this same barrier that might be specifically 
critical for women because women place somewhat greater importance on method effectiveness 
as a selection criterion and rate the condom’s effectiveness much lower than men do (Grady et 
al., 1999). Therefore, Grady et al. (1999) recommended that condom promotion efforts must pay 
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special attention to the concerns of women, particularly their concerns about the condom’s 
moderate effectiveness in preventing unintended pregnancy. 
 
Elwood, Greene, & Carter (2003) suggested in their study that one component of attitudes 
toward condom use is particularly related to sexual communication. For instance, if people hold 
negative attitudes toward communicating about sex, they might be less likely to attempt to 
negotiate condom use. In addition, it is argued that many heterosexual couples avoid discussing 
safer sex openly because of the stress it creates (Afifi, 1999; Buysse & Ickes, 1999; Lear, 1995 
cited in Elwood et al., 2003). Furthermore, it is stated that when couples report discussing related 
issues, they tend to talk about AIDS generally or sexual pleasure but not safer sex, HIV risk, or 
condom use (Cline, Johnson, & Freeman, 1992; Quina, Harlow, Morokoff, Burkholder, & 
Deiter, 2000 cited in Elwood et al., 2003). It is argued that studies of heterosexuals find that 
women specifically find it awkward to ask partners to wear a condom (Metts & Fitzpatrick, 
1992; Lear, 1995 cited in Elwood et al., 2003) partly because it sends a message of lack of trust 
(Metts & Fitzpatrick, 1992; Metts & Spitzberg, 1996 cited in Elwood et al., 2003). 
 
Varga (1997 reported that among female participants, 61% felt AIDS-related issues were not 
appropriate to discuss with a partner and 39% had only talked about any aspect of HIV with their 
most recent partner.  Among male participants, none had discussed AIDS with the mothers of 
their children. It is argued that male participants most frequently discussed disbelief in the 
existence of AIDS and the idea that it is the female partner’s responsibility to protect against 
HIV infection (Varga, 1997). 
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Varga (1997) reported that condom use appeared to play a minor role in male participants’ 
contraceptive practices and as a result it was not a topic of discussion with partners. For instance, 
those who had experienced sex with condoms were found to have used them only until trust had 
been established in the relationship. Condoms were also avoided because they made sexual 
intercourse an impersonal and uncontrolled experience. According to men, when the issue of 
contraception was introduced, they considered it to mean female methods ignoring condoms in 
their commentaries. Therefore, the partial explanation for this might be that among men, 
condoms were associated primarily with prevention of HIV and other sexually transmitted 
diseases (STDs), not with contraception. 
 
Harvey, Bird, Galavotti, Duncan & Greenberg (2002) found that the majority of women in their 
study said that they had power in their relationships and they also stated that they are involved in 
making decisions about sexual behaviour ( e.g. condom use).They further added that over half 
(58%) say that power is shared equally in their relationship and another quarter (26%) say they 
have more power. Thus, their findings were comparable to a study of college women that used a 
similar measure of relationship power (Soet, Dudley, & Dilorio, 1999 cited in Harvey et al., 
2002) where 53% said power was shared equally and 25% said that they were dominating 
partners. 
 
Harvey et al. (2002) suggested that the responsibility for pregnancy prevention is most often 
placed on women. However, women in the study reported that condom use decision-making is 
more often either a joint decision (56%) or the male partner’s decision (26%). Still, most of 
women say condom use decisions are jointly made (Harvey et al., 2002). 
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Cecil, Pinkerton, Bogart, Pavlovic, & Kimball (2005) found that 78% of participants believed 
that a couple that used condoms for 0 to 20 acts would say they “never” used condoms. But, the 
“never” label also was applied to 1 out of 20 acts by 41.1% of participants. Whereas nearly all 
(98.9%) participants believed that using condoms for 20 out of 20 acts would be interpreted as 
“always” using condoms (Cecil et al., 2005). Thus, it was found that for many participants, 
“never” using condoms did not mean never using condoms. Instead, the “never” label was also 
referred to infrequent (non-zero) condom use (Cecil et al., 2005). 
 
In another study, Salina, Razzano, & Lesondak (2000) found that women who might 
underestimate their own risk of contracting HIV but use condoms as a birth control method are 
reducing their risk of HIV as well during times of use, but might unwittingly put themselves at 
risk through their failure to use condoms when not preventing pregnancy. They further suggested 
that condom-use was correlated with the amount of concern women expressed about contracting 
HIV with both present and future partners. For instance, actual condom use was predicted by the 
number of partners such that women with more sexual partners were found to be using condoms 
consistently (Salina et al., 2000). 
 
Doyle, Calsyn, & Ball (2008) highlighted that many women might view condoms as not being 
available to them if their partner is not open to the idea and they might have experienced being 
the recipient of angry or violent outbursts at such suggestions in the past. On the other hand, men 
might view suggesting condoms to a partner as probably not an access issue but condoms might 
be perceived as having potential negative consequences for the relationship. Again, men might 
25 
 
be indicating that they normally enjoy sex more when they feel emotionally close to their partner 
and condoms might therefore, interfere with that feeling of closeness (Doyle et al., 2008). 
 
Catania, Coates, Kegeles, Fullilove, Peterson, Marin, Siegel, & Hulley (1992) reported that 
unmarried heterosexuals were poor condom users and those with multiple sexual partners were 
least likely to be using condoms. Their results suggested that sexual communication skills are a 
key influence on condom use across social strata. Moreover,  Noar et al.  (2004) stated that 
condom influence strategies are specific ways that individuals are sexually assertive with regard 
to condom-use. Therefore, sexual assertiveness might be thought of as a more global construct, 
and condom influence strategies as more specific ways in which that assertiveness is carried out 
(Noar et al., 2004).  
 
Noar et al. (2004) highlighted the need for researchers to better understand condom use and safer 
sexual behaviors in heterosexually active risk-taking men and women. They further argued that 
despite the fact that there is now a sizable HIV prevention literature, there had been a limited 
number of studies that have examined heterosexually active community samples at risk for HIV 
infection in the United States. In addition, within those studies, the majority of them have been 
based on intrapersonal social psychological models of behavior change (Kalichman, 1998 cited 
in Noar et al., 2004) that do not consider relational and interpersonal influences on sexual 
behavior (Amaro, 1995 cited in Noar et al., 2004).  
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2.2 Condom Influence Strategies 
 
Noar et al. (2002) revealed through exploratory analyses and confirmed through confirmatory 
analyses that there are six influence strategies that heterosexually active college men and women 
use to influence partners to use condoms. They are withholding sex, direct request, seduction, 
relationship conceptualizing, risk information, and deception. Noar et al. (2002) examined the 
relationship between these influence strategies and a set of safer sexual variables. Their findings 
revealed that these six CISs were closely related to safer sexual variables, such as condom and 
negotiation self-efficacy, sexual assertiveness, partner communication, intention to use condoms, 
and condom use. And they also found out that withholding sex, direct request, and seduction had 
the strongest relationships to condom use. More importantly,  it emerged that women generally 
were more likely to endorse verbal influence strategies, while men were more likely to endorse 
the nonverbal strategy of seduction (Noar et al., 2002).  
 
As a result, Noar et al. (2002) found in the CISQ that women were more likely to endorse four of 
six influence strategies (withholding sex, direct request, risk information, and relationship 
conceptualizing). While for men, condom use could simply mean putting on a condom 
(seduction).  These findings were consistent with studies that have found specifically that men 
are more likely to use nonverbal influence strategies compared to women (Debro et al., 1994; 
Edgar et al., 1992 cited in Noar et al., 2004). 
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2.3 Summary 
 
Condom influence strategies among university students are recognized as particularly important 
that heterosexually men and women should have. These condom influence strategies are: 
withholding sex; direct request; seduction; relationship conceptualizing; risk information; 
deception and pregnancy prevention. One of the models used discussed in this chapter is the 
Information-Motivation-Behaviour skills model (Fisher & Fisher, 1992 cited in Noar et al., 2004) 
which states that the ability to negotiate condom use is an important behavioral skill that one 
must have in his or her sexual repertoire.  One of the biggest factors that sets apart AIDS-specific 
models of health behaviour from traditional social psychological models is the inclusion of 
interpersonal variables such as communication, assertiveness, and negotiation regarding sex and 
condom use (Noar et al., 2004). The methods used in this study will be discussed in chapter 
three.  
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                                                       CHAPTER 3 
                           RESEARCH METHODOLOGY 
3.1 Introduction 
This chapter presents the research methodology and design used to collect and analyse data. In 
addition, it describes the research design in terms of the study population, sampling 
methodology, data collection, analysis methods used and ethical issues considered. 
 
3.2 Sample and Population  
First-year psychology students (44 male, 112 female, N=156) completed questionnaires by 
means of convenience sampling. The participants consisted of 28.0% (n=44) male and 71.3% 
(n=112) female students. And there was a missing system which was 0.6% (n=1) student. 
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Figure 1. Descriptive statistics for amount of males (44) and females (112) that took part in  
the study (N = 156). 
 
Table 1- Age 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Younger than 20 21 13.4 13.5 13.5 
     
20-29 102 65.0 65.4 78.8 
     
30-39 24 15.3 15.4 94.2 
     
40-49 9 5.7 5.8 100.0 
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Total 156 99.4 100.0  
Missing System 1 .6   
Total  157 100.0   
 
Most participants were of the ages of 20-29 (65.0%; n=102) and the minority of participants 
were of the ages 40-49 (5.7%; n=9). Those younger than 20 years old were 21 (13.4%); those of 
the ages 30-39 were 24 (15.3%); and there was one student who neither fall in any of the age 
categories (missing value). 
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Figure 2. Descriptive statistics for different ages of participants (N = 156). 
 
Table 2- Number of years in sexual interpersonal relationship  
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid 0 to 5 years 129 82.2 82.7 82.7 
     
6 to 10 years 5 3.2 3.2 85.9 
16 to 20 years 10 6.4 6.4 92.3 
More than 21 years 12 7.6 7.7 100.0 
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Total 156 99.4 100.0  
Missing System 1 .6   
Total  157 100.0   
 
Most participants (82.2%; n=129) were having between 0-5 number of years in sexual 
interpersonal relationship, whilst 7.6% (n=12) were having more than 21 number of years, 6.4% 
(n=10) had between 16 to 20 number of years, and 3.2% (n=5) had between 6 to 10 number of 
years. 
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Figure 3. Descriptive statistics for number of years that participants have been sexually active (N 
= 156). 
 
Table 3- Marital Status  
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Single 135 86.0 86.5 86.5 
Married 17 10.8 10.9 97.4 
     
Widowed 1 .6 .6 98.1 
     
Cohabitation 3 1.9 1.9 100.0 
Total 156 99.4 100.0  
Missing System 1 .6   
    
  
Total  157 100.0   
 
Most participants were single (86.0%; n=135), whilst 10.8% (n=17) were married, 0.6% 
widowed (n=1), and 1.9% (n=3) were cohabiting (living together). 
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Figure 4. Descriptive statistics for participants’ marital status (N = 156). 
Table 4- Faculty  
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid Social Science 78 49.7 50.0 50.0 
Law 2 1.3 1.3 51.3 
     
Management & Commerce 20 12.7 12.8 64.1 
     
Education 16 10.2 10.3 74.4 
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Agric & Science 40 25.5 25.6 100.0 
Total 156 99.4 100.0  
    
 
Missing System 1 .6   
Total  157 100.0   
 
The large number of participants enrolled in the faculty of social science 49.7% (n=78), followed 
by participants in the faculty of science and agriculture about 25.5% (n=40), then 12.7% of 
participants (n=20) from the faculty of management and commerce, and 1.3% (n=2) participants 
from the faculty of law. 
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      Figure 5. Descriptive statistics for participants’ different studies (N = 156). 
 
 
Table 5- Ethnic Group 
 
Frequency Percent Valid Percent 
Cumulative 
Percent 
Valid  White 25 15.9 16.0 16.0 
 Black 122 77.7 78.2 94.2 
 
     
Indian 2 1.3 1.3 95.5 
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Coloured 7 4.5 4.5 100.0 
 Total 156 99.4 100.0  
Missin
g 
 System 1 .6 
  
     
  
Total  157 100.0   
 
The majority of participants were Black (77.7%; n=122), whilst 15.9% (n=25) were White, 4.5% 
(n=7) were Coloured, and 1.3% (n=2) were Indian. 
 
   Figure 6. Descriptive statistics for participants’ different ethnic groups (N = 156). 
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3.3 Research Questions 
The study sought to answer the following questions:  
 To what extent are university students aware of the condom influence strategies? 
 What are students’ reactions to various influence strategies? 
 Which strategies hold the most promise of being effective? 
 Are there any gender differences in the use of condom influence strategies?” 
 
3.4 Research Aims and objectives  
 
The main purpose of this investigation was to examine the condom influence strategies among 
first- year psychology university students. One aim of the study was to explore the level of 
awareness among university students of the condom influence strategies. Secondly, it was aimed 
to explore the partners’ reactions to various influence strategies and on which strategies hold the 
most promise of being effective. Again, it was aimed to examine differences in strategy use 
between steady and casual partners. Lastly, given that previous research had demonstrated 
gender differences in CISs among college student samples (Debro et al., 1994 cited in Noar et 
al., 2004), the extent to which the use of strategies might differ by gender and race was also 
examined. 
 
3.5 Research Instruments 
The questionnaire battery consisted of the condom influence strategies questionnaire (CISQ), the 
sexual assertiveness scale (SAS) and partner communication scale (PCS). 
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Questionnaires were administered to all consenting first-year psychology students during tutorial 
classes. The questionnaires were completed anonymously under the supervision of the Masters 
students tutors.  The CISQ contained 28 questions regarding condom influence strategies, SAS 
contained 4 questions and PCS contained 3 questions (see appendix 1). The questionnaire 
included closed-ended questions with each question option scaled. The participants were asked 
to select the option which represented their attitude, option or judgment as the questionnaire 
enabled the researcher to use standard measurement scales, such as Likert Scales. This was to 
combine questions or statements that logically belong together where the participants would 
either respond to particular statements as ‘agree, strongly agree or strongly disagree’ with certain 
questions or statements. 
 
The study used the items in the CISQ to measure the following: withholding sex, direct request, 
seduction, relationship conceptualizing, risk information, deception, and pregnancy prevention. 
The participants were asked questions like: “what approach or approaches would you be most 
likely to use to be sure condoms are used during sex with your partner?” Participants were asked 
to think about their current or most recent main sexual partner when answering, and to think 
about what they would do, even if they had not done some of these things. In that regard, items 
included “Refuse to have sex with my partner unless condoms are used” (withholding sex), 
“Take out a condom to use without saying a word” (seduction), and “Tell my partner that in 
order to avoid pregnancy that we should use a condom” (pregnancy prevention). Therefore, 
questions were asked in a 5-point Likert format ranging from 1 (very likely) to 5 (very unlikely). 
Cronbach’s alphas were between 0.84 and 0.98, which is acceptable and comparable to  Noar et 
al.’s (2002 ) Cronbach’s alphas  reported at between 0.78 and 0.95 for all subscales. 
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The sexual assertiveness scale consists of questions such as “I insist on using a condom if I want 
to, even if my partner doesn’t like them.” The participants answered on a 5-point Likert scale 
ranging from 1 (strongly agree) to 5 (strongly disagree).  Cronbach’s alpha was 0.89, which is 
acceptable compared to the guideline of alpha reported at 0.85 (Noar et al., 2001 cited in Noar et 
al., 2004). 
 
The partner communication scale consists of three-items to measure communication regarding 
condom use (Redding et al., 2001). The participants were asked questions like “How often in the 
last 30 days did you communicate regarding condom use? The questions were answered in a 5-
point Likert format ranging from 1 (very often) to 5 (never). A sample item from the scale was  
“I talk about condom use with my partner.”  Cronbach’s alpha was an acceptable 0.78 and 
comparable to Noar et al.‘s (2001) 0.72. 
 
To test the reliability and validity of the CISQ questionnaire, Noar, Morokoff, & Harlow (2002) 
cited in Noar et al. (2004) developed and validated the questionnaire. They found from the 
validation of the questionnaire that, the component loadings for all items within a component 
were >0.60, indicating good construct saturation. In addition, each subscale showed excellent 
internal consistency (Nunnally, 1978 cited in Noar, Morokoff, & Harlow, 2002). The six 
subscales of the CISQ were also significantly (p<0.01) correlated with one another. All scales 
had good internal consistency, with the exception of social desirability having a lower coefficient 
alpha (0.65). 
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 3.6 Data Collection 
Permission for the study was obtained from the department of psychology at the University of 
Fort Hare.  The questionnaires were distributed by the researcher and the research assistants 
(tutors). Participants were given verbal instructions regarding the completion of the questionnaire 
and confidentiality was guaranteed to all the participants.  
 
3.7 Data Analysis 
Once the data had been collected it was analyzed using the SPSS software.  The SPSS software 
was used to establish the correlations that might exist among various subscales (Shaughnessy, 
Zechmeister, & Zechmeister, 2009).  
 
 3.8 Ethical Considerations 
According to Bless, Higson-Smith & Kagee (2006, p.142-143)  “the participants have a right to 
know what the research is about, how will it affect them, the risks and benefits of participation, 
and the fact that they have the right to decline to participate if they choose to do so.” There was 
the provision of full and accurate information about the purpose and nature of the study to 
participants through word of mouth. There was also the prior to requests for their participation in 
the study. The researcher and research assistants took time to explain to participants about what 
the study entails and what is expected of them in terms of participation. 
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The researcher ensured through the study that the participants were well protected by 
maintaining privacy, confidentiality and anonymity. Thus, those that involved in the research, 
that is, the researcher and research assistants would not divulge information to third parties. 
 
 3.9 Limitations 
Convenience sampling does not conform to the statistical principle of randomness and therefore 
information gained from this form of sampling may not be generalisable to other university 
students or the South African population.  
 
 3.10 Summary 
A convenience sampling method was used to generate a sample of 156 first-year students of 
which 44 were male and 112 were female.  A questionnaire regarding condom influence 
strategies was used as an instrument to collect data from the students.  The items in the 
questionnaire were used to measure the following condom influence strategies subscales: 
withholding sex; direct request; seduction; relationship conceptualizing; risk information; 
deception and pregnancy prevention.  In addition, safer sexual variables scales of sexual 
assertiveness and partner communication were used. The Cronbach’s alpha Coefficient for all 
these scales were acceptable compared to the guidelines of alpha > 0.70. The SPSS programme 
was used to establish correlations that might exist among the various subscales.  The results of 
the study will be presented in Chapter 4. 
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                                                             CHAPTER 4 
                                              RESEARCH RESULTS 
4.1 Introduction 
This chapter presents the results that were obtained. The empirical information is displayed in 
tables and percentage format.  
 
4.2 Condom influence strategies  
Table 6- Withholding Sex  
 1.Very 
likely 
2.Somewhat 
likely    
3.Unsure 4.Somewhat 
unlikely 
5.Very 
unlikely 
99.Missing 
value 
Total 
1. Tell my 
partner that I 
will not have sex 
with him/her if 
we do not use 
condoms. 
59% 
(n=92) 
11.5% 
(n=18) 
9.6%  
(n=15) 
5.8% (n=9) 11.5% 
(n=18) 
2.6% 
(n=4) 
156 
2. Make it clear 
that I will not 
have sex if 
condoms are not 
used. 
 
54.5% 
(n=85) 
13.5% 
(n=21) 
10.9% 
(n=17) 
8.3% 
(n=13) 
10.2% 
(n=16) 
2.6% 
(n=4) 
156 
3. Let my 
partner know 
that no condoms 
means no sex. 
 
59% 
(n=92) 
12.2% 
(n=19) 
10.9% 
(n=17) 
4.5%  (n=7) 10.8% 
(n=17) 
2.6% 
(n=4) 
156 
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More than two-thirds (2/3) of participants were very or somewhat likely to use the Withholding 
sex strategy. 
 
Table 7- Direct Request 
 
4.  Refuse to 
have sex with 
my partner 
unless condoms 
are used. 
 
52.7% 
(n=82) 
14.1% 
(n=22) 
10.2% 
(n=16) 
10=6.3% 
(n=10) 
13.5% 
(n=21) 
3.2% 
(n=5) 
156 
 Very 
likely 
Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very 
unlikely 
Missing 
value 
 
Total 
1 .Ask that we use 
condoms during sex. 
 
(n=90) 
57.7% 
(n=23) 
14.7% 
(n=5) 
3.2% 
(n=8) 
5.1% 
(n=25) 
16% 
(n=5) 
3.2% 
156 
2. Make a direct 
request to use 
condoms. 
 
(n=84) 
53.8% 
(n=36) 
23.1% 
(n=13) 
8.3% 
(n=6) 
3.8% 
(n=14) 
9% 
(n=3) 
1.9% 
156 
3. Be clear that I’d like 
us to use condoms. 
 
(n=91) 
58.3% 
(n=27) 
17.3% 
(n=9) 
5.8% 
(n=11) 
7.1% 
(n=12) 
7.7% 
(n=6) 
3.8% 
156 
4. Say that since we’re 
going to have sex, I’d 
like to use condoms. 
 
(n=93) 
59.6% 
(n=23) 
14.7% 
(n=8) 
5.1% 
(n=12) 
7.7% 
(n=15) 
9.6% 
 
(n=5) 
3.2% 
156 
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Over 70% of participants were very or somewhat likely to use the Direct Request strategy. 
 
Table 8- Seduction 
 
The seduction strategy was the least used option of all the strategies. 
 
 Very 
likely 
Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very 
unlikely 
Missing 
value 
 
Total 
1. Start “fooling around” 
and then pull out a 
condom when it was 
time. 
 
(n=47) 
30.1% 
(n=24) 
15.4% 
(n=22) 
14.1% 
(n=14)   
9% 
(n=44) 
28.2% 
(n=5) 
3.2% 
156 
2. Take out a condom to 
use without saying a 
word. 
 
(n=37) 
23.7% 
(n=26) 
16.7% 
(n=17) 
10.9% 
(n=25) 
16% 
(n=47) 
30.1% 
(n=4) 
2.6% 
156 
3. Get my partner very 
sexually excited and 
then take out a condom. 
 
 
(n=52) 
33.3% 
(n=29) 
18.6% 
(n=19) 
12.2% 
(n=14)  9% (n=37) 
23.7% 
(n=5) 
3.2% 
156 
4. In the heat of the 
moment, I would take a 
condom out to use. 
 
 
(n=41) 
26.3% 
(n=19) 
12.2% 
(n=26) 
16.7% 
(n=17) 
10.9% 
(n=48) 
30.8% 
(n=5) 
3.2% 
156 
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Table 9- Relationship Conceptualizing 
 Very 
likely 
Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very 
unlikely 
Missing 
Value 
 
Total 
1. Tell my partner 
that since we love and 
trust one another, that 
we should use 
condoms. 
 
(n=87) 
55.8% 
(n=32) 
20.5% 
(n=7) 
4.5% 
(n=11) 
7.1% 
(n=15) 
9.6% 
(n=4) 
2.6% 
156 
2. Let my partner 
know that using a 
condom would show 
respect for my 
feelings. 
 
 
(n=84) 
53.8% 
(n=27) 
17.3% 
(n=18) 
11.5% 
(n=10) 
6.4% 
(n=11) 
7.1% 
(n=6) 
3.8% 
156 
3. Tell my partner 
that it would really 
mean a lot to our 
relationship if he/she 
would use a condom. 
 
 
(n=84) 
53.8% 
(n=30) 
19.2% 
(n=13) 
8.3% 
(n=9) 
5.8% 
(n=15) 
9.6% 
(n=5) 
3.2% 
156 
4. Tell my partner 
that using a condom 
would really show 
how he/she cares for 
me. 
 
 
(n=90) 
57.7% 
(n=24) 
15.4% 
(n=14) 
9% 
(n=8) 
5.1% 
(n=15) 
9.6% 
(n=5) 
3.2% 
156 
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Over 70% of participants were very or somewhat likely to use the Relationship Conceptualizing 
strategy. 
 
Table 10- Risk (STD) Information 
 Very 
likely 
Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very 
unlikely 
Missing 
value 
 
Total 
1. Tell my partner 
that if we don’t use 
condoms, then one 
of us could end up 
with a sexually 
transmitted disease 
(STD). 
 
 
(n=99) 
63.5% 
(=19) 
12.2% 
(n=10) 
6.4% 
(n=8) 
5.1% 
(n=15) 
9.6% 
(n=5) 
3.2% 
156 
2. Let my partner 
know that there are 
so many sexual 
diseases out there 
that we should use 
condoms. 
 
 
(n=95) 
60.9% 
(n=23) 
14.7% 
(n=13) 
8.3% 
(n=6) 
3.8% 
(n=14) 
9% 
(n=5) 
3.2% 
156 
 
3. Tell my partner 
that using a condom 
will protect us from 
sexually transmitted 
diseases (STD’s). 
 
(n=99) 
63.5% 
(n=26) 
16.7% 
(n=9) 
5.8% 
(n=3) 
1.9% 
(n=14) 
9% 
(n=5) 
3.2% 
156 
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About 75% of participants were very or somewhat likely to use the Risk Information strategy. 
 
Table 11- Deception 
 
4. Tell my partner 
that we need to use 
condoms to protect 
ourselves from 
AIDS. 
 
 
(n=104) 
66.7% 
(n=16) 
10.3% 
(n=11) 
7.1% 
(n=6) 
3.8% 
(n=13) 
8.3% 
(n=6) 
3.8% 
156 
 Very 
likely 
Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very 
unlikely 
Missing 
Value 
 
Total 
1. Make up a reason 
why I want him/her to 
use a condom, even 
though my real reason 
is to protect myself 
against diseases. 
 
 
(n=66) 
42.3% 
(n=30) 
19.2% 
(n=14) 
9% 
(n=9) 
5.8% 
(n=33) 
21.2% 
(n=4) 
2.6% 
156 
2. Tell my partner I 
only have sex with 
condoms, even though 
sometimes I don’t. 
 
 
(n=40) 
25.6% 
(n=26) 
16.7% 
(n=18) 
11.5% 
(n=15) 
9.6% 
(n=53) 
34% 
(n=4) 
2.6% 
156 
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 Deception strategy was endorsed at lower levels similar to the Seduction strategy. 
 
Table 12- Pregnancy Prevention 
3. Make my partner 
think I always use 
condoms when I have 
sex, even though 
sometimes I don’t. 
 
 
(n=40) 
25.6% 
(n=20) 
12.8% 
(n=21) 
13.5% 
(n=18) 
11.5% 
(n=53) 
34% 
(n=4) 
2.6% 
156 
4. Pretend that I’m 
really concerned about 
pregnancy, when my 
real concern is 
sexually transmitted 
diseases. 
 
 
(n=61) 
39% 
(n=15) 
9.6% 
(n=11) 
7.1% 
(n=16) 
10.3% 
(n=49) 
31.4% 
(n=4) 
2.6% 
156 
 Very 
likely 
Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very 
unlikely 
Missing 
Value 
 
Total 
1. Tell my partner that in 
order to avoid pregnancy 
that we should use a 
condom. 
 
 
(n=103) 
66% 
(n=16) 
10.3% 
(n=7)  
4.5% 
(n=9)  
5.8% 
(n=17) 
10.9% 
(n=4) 
2.6% 
156 
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About two-thirds (2/3) of participants were very or somewhat likely to employ the Pregnancy 
Prevention strategy. 
 
 
 
 
 
 
2. Stress to my partner 
that we need to use a 
condom for birth control. 
 
 
(n=72) 
46.2% 
(n=33) 
21.2% 
(n=9)  
5.8% 
(n=14)   
9% 
(n=23) 
14.7% 
(n=5) 
3.2% 
156 
3.  Tell my partner that 
since we’re not using any 
other form of birth 
control, that we should 
use a condom. 
(n=86) 
55.1% 
(n=24) 
15.4% 
(n=18) 
11.5% 
(n=8)  
5.1% 
(n=15) 
9.6% 
(n=5) 
3.2% 
156 
4.  Say that by using a 
condom we won’t have to 
worry about pregnancy. 
 
 
 
(n=80) 
51.2% 
(n=24) 
15.4% 
(n=17) 
10.9% 
(n=9)  
5.8% 
(n=21) 
13.5% 
(n=5) 
3.2% 
156 
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Table 13- Descriptive Statistics of Condom Influence Strategies 
 
  Male Female Total 
CISQ-S subscale M SD α 
 
M SD α 
 
M SD α 
 
Withholding sex  16.15  43.81  .89 17.86   58.99  .95  17.38  55.00  .94 
Direct Request  11.77  14.94  .88  22.25  70.03  .93  19.29  59.97  .92 
Seduction  12.09  4.51  .65** 
 
 26.10 70.48   .94  22.15  60.02  .95 
Relationship 
Conceptualizing 
 10.45  4.01  .51** 
 
 24.02  65.29  .90  20.19 55.63   .90 
Risk information  8.52  5.01  .88  19.31  65.49 .97   16.27  55.70  .97 
Deception  8.11  5.39  .91  19.79  68.60  .98  16.50  58.36  .98 
Pregnancy Prevention  11.16  4.88 .77** 
 
 23.20 57.18  .84  19.81  48.76  .84 
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Descriptive statistics on the CISQ-S are presented in the above Table 13. The mean scores 
indicate good endorsement of items, and coefficient alpha indicated good internal consistency of 
CISQ-S subscales overall and for both male and female participants. However, there were higher 
mean and standard deviation (SD) scores as compared to Noar et al.’s (2004) mean and SD 
scores. Furthermore, correlations presented in Table 18 between the subscales of the CISQ-S 
ranged from 0.38 to 1.0 indicating that they were significantly (p<.01) positively intercorrelated 
with one another. This is similar to previous research (ranged from.53 to.88) with this instrument 
(Noar et al., 2004) and therefore highlights that individuals who endorse one influence strategy 
are more likely to endorse others as well. For this study most students preferred risk information, 
pregnancy prevention, and direct request than other strategies. There was not much scatter. The 
sample bunched around those three strategies. 
 
4.3 Additional Measures 
 
Table 14- Sexual Assertiveness 
 Strongly 
agree 
Agree    No 
opinion 
Disagree Strongly 
disagree 
Missing 
Value 
Total  
1. I make sure my 
partner and I use a 
condom when we have 
sex. 
(n=73) 
46.8% 
(n=42) 
26.9% 
(n=13) 
8.3% 
(n=12) 
7.7% 
(n=7)  
4.5% 
(n=9) 
5.8% 
156 
2. I have sex without 
using a condom if my 
partner wants. 
 
(n=13) 
8.3% 
(n=29) 
18.6% 
(n=23) 
14.7% 
(n=41) 
26.3% 
(n=41) 
26.3% 
(n=9) 
5.8% 
156 
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Most participants reported assertive respondents regarding condom use. 
 
Table 15- Partner Communication 
 
 
Most participants communicated about condom use with partners. 
3. I insist on using a 
condom if I want to, 
even if my partner 
doesn’t like them 
(n=60) 
38.5% 
(n=33) 
21.2% 
(n=22) 
14.1% 
(n=20) 
12.8% 
(n=12) 
7.7% 
(n=9) 
5.8% 
156 
4.  I refuse to have sex if 
my partner refuses to use 
a condom. 
 
(n=71) 
45.5% 
(n=21) 
13.5% 
(n=22) 
14.1% 
(n=22) 
14.1% 
(n=8) 
5.1% 
(n=12) 
7.7% 
156 
In the last 30 days  Very often Often    Sometimes Rarely Never Missing 
Value 
Total 
1. I told my partner that I 
would not have sex with 
him/her if we did not use 
condoms. 
(n=59) 
37.8% 
(n=17) 
10.9% 
(n=22) 
14.1% 
(n=20) 
12.8% 
(n=28) 
17.9% 
(n=10) 
6.4% 
156 
2. I talked about condom 
use with my partner. 
 
(n=55) 
35.3% 
(n=28) 
17.9% 
(n=20) 
12.8% 
(n=19) 
12.2% 
(n=18) 
11.5% 
(n=16) 
10.3% 
156 
3. Let my partner know 
that no condoms mean no 
sex. 
 
(n=63) 
40.3% 
(n=22) 
14.1% 
(n=11) 
7.1% 
(n=16) 
10.3% 
(n=37) 
23.7% 
(n=7) 
4.5% 
156 
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Partner communication was related to the CISQ to a lesser extent than sexual assertiveness. For 
example, it is suggested that communication might in some cases be a prerequisite for use of 
some influence strategies, however. It is true that a strategy like Risk Information requires that 
one communicates the risks of AIDS or STDs to a partner, though the findings suggested that 
communication might not necessarily lead to negotiation (Noar et al., 2002). 
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Table 16- Correlations of condom influence strategies 
 Withholding 
Sex Direct Request Seduction 
Relationship 
Conceptualizing 
Risk STD 
Information Deception 
Pregnancy 
Prevention 
Withholding Sex Pearson 
Correlation 
1 .454** .378** .472** .416** .454** 
.467** 
Sig. (2-tailed) 
 
.000 .000 .000 .000 .000 
.000 
N 156 156 156 156 156 156 
156 
Direct Request Pearson 
Correlation 
.454** 1 .892** .714** .373** .407** 
.412** 
Sig. (2-tailed) .000 
 
.000 .000 .000 .000 
.000 
N 156 156 156 156 156 156 
156 
Seduction Pearson 
Correlation 
.378** .892** 1 .864** .546** .555** 
.551** 
Sig. (2-tailed) .000 .000 
 
.000 .000 .000 
.000 
N 156 156 156 156 156 156 
156 
Relationship Conceptualizing Pearson 
Correlation 
.472** .714** .864** 1 .870** .886** 
.848** 
Sig. (2-tailed) .000 .000 .000 
 
.000 .000 
.000 
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**. Correlation is significant at the 0.01 level (2-tailed) 
 
 
N 156 156 156 156 156 156 
156 
Risk STD Information Pearson 
Correlation 
.416** .373** .546** .870** 1 .990** 
.949** 
Sig. (2-tailed) .000 .000 .000 .000 
 
.000 
.000 
N 156 156 156 156 156 156 
156 
Deception Pearson 
Correlation 
.454** .407** .555** .886** .990** 1 
.947** 
Sig. (2-tailed) .000 .000 .000 .000 .000 
 
.000 
N 156 156 156 156 156 156 
156 
Pregnancy Prevention Pearson 
Correlation 
.467** .412** .551** .848** .949** .947** 
1 
Sig. (2-tailed) .000 .000 .000 .000 .000 .000  
N 156 156 156 156 156 156 
156 
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  4.4 Summary 
This chapter depicted the responses of participants as they derived from the completed data 
gathering instruments. The main observations will be discussed in the following chapter. 
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                                                                                CHAPTER 5 
                                                                   DISCUSSION 
5.1 Introduction 
This chapter contextualizes the findings of the study regarding condom influence strategies 
among university students. The purpose of this study was to establish how students influence 
their partners to use condoms and aimed to explore the level of awareness among university 
students and their partners’ reactions to various influence strategies. A sample of first year 
psychology students was surveyed to determine the level of awareness of condom influence 
strategies and whether participants displayed any differences in gender in the use of condom 
influence strategies.  
  
The results of this study for all participants on condom influence strategies among first year 
psychology university students show that most participants used condom influence strategies in 
their sexual relationships. The CISQ showed that participants used most of the seven CISs. 
Although not all participants responded to all strategies, the results of this study are supported by 
the findings of Peltzer, Nzewi, & Mohan (2004) that students have high intentions for condom 
use but are inconsistent in their actual use of condoms. For instance, more than two-thirds of 
participants used the withholding sex strategy but some of the participants carry on with unsafe 
sex without withholding sex even if their partners do not like to use condoms.  
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Noar et al.’s (2002) findings confirmed that these CISs were closely related to safer sexual 
variables, such as condom and negotiation self-efficacy, sexual assertiveness, partner 
communication, intention to use condoms, and condom use.  These views are confirmed by the 
findings of this study by indicating that there were significant correlations among CISs and safer 
sexual variables. Therefore, this study is supported by the previous study by Noar et al. (2004) 
that individuals who were more sexually assertive and communicative with regard to condom 
use were more likely to show willingness to use various influence strategies. 
 
Moreover, for both the male and female participants, there were statistically significant and 
positive correlations which existed between CISQ and sexual assertiveness and partner 
communication scales.  There is an indication from the findings that those who were likely to use 
condom influence strategies (CISs) were more likely to be sexually assertive with regard to 
condom use and communicative with one’s partner about condom use. These findings are 
supported by Noar et al. (2004) that those who are likely to use CISs are also more likely to use 
condoms. The results indicate that the participants who use condom influence strategies use 
communication skills and assertiveness in their sexual relationships. These results are also in line 
with Brown & Minichiello (1994) who found that people use condoms when partners are 
engaged in mutual sexual decision-making. These results are supported by Noar et al. (2004) 
who contend that CISQ-S subscales were significantly (p<.01) meaningfully related to sexual 
assertiveness and partner communication, although partner communication was related to the 
CISQ to a lesser extent than sexual assertiveness. Similar to these results, Noar et al (2004) noted 
that with a relatively small sample in their study of (N=113) individuals, of whom 55% were 
male and 45% were female, results should therefore be interpreted with caution. 
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This study confirmed Noar et al.’s (2004) finding that there is no significant gender differences. 
Gender was not significant on all subscales. Therefore, this highlights that when procuring 
condom use is the goal, both female and male participants might use similar strategies. However, 
the work of Grady et al. (1999) demonstrated that men and women had somewhat different 
priorities in choosing the characteristics of their contraceptive methods. Moreover, these views 
were supported that women generally were more likely to endorse verbal influence strategies (e.g 
direct request, withholding sex), while men were more likely to endorse the nonverbal strategy of 
seduction (Noar et al., 2002). Furthermore, Noar et al. (2002) found that women were more 
likely to endorse four of six influence strategies (withholding sex, direct request, risk 
information, and relationship conceptualizing). While for men, condom use could simply mean 
putting on a condom (seduction).  These findings were consistent with studies that have found 
specifically that men are more likely to use nonverbal influence strategies compared to women 
(Debro et al., 1994; Edgar et al., 1992 cited in Noar et al., 2004). 
 
The extent at which university students are aware of the condom influence strategies is shown by 
the majority of both male and female participants who responded to all CISs subscales 
respectively. Although, some of the participants were not consciously aware that by withholding 
sex when their partner needs sex is part of CISs, they confirmed through their responses that they 
are very aware of all the CISs. This study shows that the bulk of sample used the risk 
information strategy and few used seduction strategy in their last sexual intercourse. In contrast 
to the previous studies that withholding sex, direct request, and seduction had the strongest 
relationships to condom use (Noar et al., 2002), this study found that the strategies which hold 
the most promise of being effective for condom use were risk information, pregnancy 
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prevention, and direct request respectively. The deception and seduction were the least used 
strategies by the participants. 
 
5.2 Implications of the results 
Sexual behaviour theorists suggest that the condom influence strategies construct is important for 
safer sexual behaviour (Noar et al., 2004). For instance, the IMB model argues that the ability to 
negotiate condom use is important skill that a partner must have in their sexual repertoire (Fisher 
& Fisher, 1992 cited in Noar et al., 2004). According to ARRM model, it is suggested that the 
partners in the enactment stage use skills such as condom negotiation and influence (Catania, 
Kegeles, et al., 1990 cited in Noar et al., 2004). 
 
Noar et al. (2004) stated that interventions need to not only teach behavioural skills such as 
condom influence and negotiation, but should also increase self-efficacy to carry out those skills. 
For instance, if individuals possess skills but have no self-efficacy (confidence) that they could 
successfully use those skills, then there are higher chances that they would not put those skills to 
work (Bandura, 1977; Fisher & Fisher, 1992 cited in Noar et al., 2004). This indicates that 
participants who endorsed condom influence strategies should be confident enough to convince 
their partners to use condoms. 
 
Effective intervention programmes require research that embraces an interpersonal approach to 
safer sexual behaviours.  It would also be important to aim interventions at specific groups who 
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might have different risk profiles.  It would, for example, be useful to understand how males 
differ from females regarding condom influence strategies. Research in this regard would 
provide intervention planners with specific information that would make interventions more 
specific and effective.  Interventions might also need to differ regarding university students and 
community based people.   
 
CISs (withholding sex, direct request, seduction, relationship conceptualized, risk information, 
deception and pregnancy prevention) had strong correlations to each other within this sample 
population as was found by Noar et al. (2004).  
 
A comparison of the Noar et al.’s (2004) and University of Fort Hare (UFH) surveys indicate 
that both first year students at the UFH and the community sample of heterosexually active men 
and women are inclined to use condom influence strategies in their sexual relationships.  Noar et 
al (2004) contend that engaging in one form of condom influence strategies indicates an 
increased likelihood of engaging in other forms of condom influence strategies which was found 
in the present study.   
 
5.3 Future Research 
Future research on condom influence strategies is needed to focus on partners’ reactions to 
various influence strategies (Noar et al., 2004). It was recommended that condom influence 
strategies might be used to procure safer sex agreements as a goal of interventions which might 
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not only teach condom negotiation skills that are used during an individual sexual encounter, but 
also to teach skills with regard to procuring agreements with partners to use condoms every time 
(Noar et al., 2004). These researchers argued that it is unlikely that individuals in steady 
relationships renegotiate condom use every time they engage in sexual intercourse (Noar et al., 
2004).  Therefore, future research on procuring agreements with partners to use condoms is 
needed. 
5.4 Summary 
Participants in this study  influence their partners in all identified condom influence strategies 
(i.e withholding sex, direct request, seduction, relationship conceptualizing, risk information, 
deception, and pregnancy prevention) and the risk information strategy holds the most promise 
of all the strategies.  
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7. APPENDIX  
APPENDIX 1 
QUESTIONNAIRE 
 
 
 
DEPARTMENT OF PSYCHOLOGY 
              
CONDOM INFLUENCE STRATEGIES AMONG UNIVERSITY STUDENTS  
 
QUESTIONNAIRE IDENTIFICATION NUMBER              
 
  
 
I am soliciting your participation in this study, which requires you to respond to questions set in 
this questionnaire. You are kindly requested to respond as honestly as possible. The 
information being solicited from you is purely for academic purposes. All information provided 
will be treated confidentially; hence, your name and that of your street are not required. Your 
honest responses to the questions will assist me in analyzing your data effectively, fruitfully, and 
efficiently. I appreciate your help in responding to this survey.  
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Section A -Demographic Information 
 
Please mark (X) as appropriate 
 
1. GENDER 
 
Male  
 
 
Female 
 
2.  Age Group 
 
Less than 
20 
 
 
20-29 30-39 40-49 50-59 60+ 
 
3. Number of years in sexual interpersonal relationship 
 
0-5 
 
 
6-10 11-15 16-20 Above 20 
4. Marital status 
Single 
 
Married Divorced Separated Widowed Living 
together 
Other (please 
specify)……… 
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5. In what degree are you? 
 
Social 
Science 
 
 
Law Management 
& Commerce 
Arts Natural 
Science 
Other (please 
specify)…………. 
 
6. Race you belong to: 
 
White Black Indian Coloured Other (please 
specify)…………. 
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SECTION B 
 
Condom Influence Strategy Questionnaire – Short Form (CISQ-S) 
 
 
Think about your current (or most recent) intimate partner.  What approach or 
approaches would you be most likely to use to be sure condoms were used during sex with 
your partner?  Think about what you would do even if you have not done some of these 
things.  Please answer according to the following scale: 
 
 
TO BE SURE A CONDOM WAS USED, HOW LIKELY WOULD YOU BE TO… 
 
(Very Likely/ Somewhat Likely/ Unsure / Somewhat Unlikely/ Very Unlikely) 
 
 
Strategy:    Definition and Items     
 
A. Withholding Sex – Person states / threatens that sexual activity will be withheld if partner does 
not comply. 
 
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1. Tell my partner that I will not 
have sex with him/her if we do 
not use condoms. 
     
2. Make it clear that I will not 
have sex if condoms are not 
used. 
 
     
3. Let my partner know that no 
condoms means no sex. 
 
     
4.  Refuse to have sex with my 
partner unless condoms are 
used. 
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B. Direct Request– Person requests the use of condoms in a direct, straightforward manner. 
 
 
C. Seduction – Person uses (non-verbal) sexual arousal to distract or direct partner in order to gain 
compliance. 
 
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1 .Ask that we use condoms 
during sex. 
 
     
2. Make a direct request to use 
condoms. 
 
     
3. Be clear that I’d like us to use 
condoms. 
 
     
4. Say that since we’re going to 
have sex, I’d like to use 
condoms. 
 
     
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1. Start “fooling around” and 
then pull out a condom when it 
was time. 
 
     
2. Take out a condom to use 
without saying a word. 
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D. Relationship Conceptualizing – Person uses caring or concern for the partner / relationship in 
order to gain compliance. 
3. Get my partner very sexually 
excited and then take out a 
condom. 
 
 
     
4. In the heat of the moment, I 
would take a condom out to 
use. 
 
 
     
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1. Tell my partner that since we 
love and trust one another, 
that we should use condoms. 
 
     
2. Let my partner know that 
using a condom would show 
respect for my feelings. 
 
 
     
3. Tell my partner that it would 
really mean a lot to our 
relationship if he/she would 
use a condom. 
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E. Risk (STD) Information – Person presents information about the risks of STD’s or AIDS to 
persuade partner to comply. 
4. Tell my partner that using a 
condom would really show how 
he/she cares for me. 
 
 
     
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1. Tell my partner that if we 
don’t use condoms, then 
one of us could end up with 
a sexually transmitted 
disease (STD). 
 
 
     
2. Let my partner know that 
there are so many sexual 
diseases out there that we 
should use condoms. 
 
 
     
 
3. Tell my partner that 
using a condom will protect 
us from sexually 
transmitted diseases 
(STD’s). 
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F. Deception – Person uses false information or deception to gain compliance. 
 
4. Tell my partner that we 
need to use condoms to 
protect ourselves from 
AIDS. 
 
 
     
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1. Make up a reason why I want 
him/her to use a condom, even 
though my real reason is to 
protect myself against diseases. 
 
 
     
2. Tell my partner I only have 
sex with condoms, even though 
sometimes I don’t. 
 
 
     
3. Make my partner think I 
always use condoms when I 
have sex, even though 
sometimes I don’t. 
 
 
     
4. Pretend that I’m really 
concerned about pregnancy, 
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G. Pregnancy Prevention – Person presents information about the risks of pregnancy to persuade 
partner to comply. 
 
when my real concern is 
sexually transmitted diseases. 
 
 
 Very likely Somewhat 
likely    
Unsure Somewhat 
unlikely 
Very unlikely 
1. Tell my partner that in order 
to avoid pregnancy that we 
should use a condom. 
 
 
     
2. Stress to my partner that we 
need to use a condom for birth 
control. 
 
 
     
3.  Tell my partner that since 
we’re not using any other form 
of birth control, that we should 
use a condom. 
     
4.  Say that by using a condom 
we won’t have to worry about 
pregnancy. 
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FOUR ITEM SEXUAL ASSERTIVENESS SCALE 
 
 
 
 
THREE ITEM PARTNER COMMUNICATION SCALE 
 
 Strongly 
agree 
Agree    No opinion Disagree Strongly 
disagree 
1. I make sure my partner and I 
use a condom when we have 
sex. 
     
2. I have sex without using a 
condom if my partner wants. 
 
     
3. I insist on using a condom if I 
want to, even if my partner 
doesn’t like them 
     
4.  I refuse to have sex if my 
partner refuses to use a 
condom. 
 
     
In the last 30 days  Very often Often    Sometimes Rarely Never 
1. I told my partner that I would 
not have sex with him/her if we 
did not use condoms. 
     
2. I talked about condom use 
with my partner. 
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                            Thank you for your cooperation! 
3. Let my partner know that no 
condoms mean no sex. 
 
     
